Objectives: Given the advantages and disadvantages of competing options for abdominal aortic aneurysm (AAA) repair, it is critical to understand how and patients learn about their options for both open aortic reconstruction and endovascular AAA repair of AAA (EVR).
Methods: We performed a multicenter survey of 100 patients facing AAA repair at 20 VA hospitals across the United States as part of the PRreference for Open VErsus Surgical Repair of AAA (PROVE-AAA) study. A validated survey instrument was administered to examine the sources of available information to patients about their repair options. This survey was administered by study personnel before the patient had any interaction with the vascular surgeon, as survey data was collected before the vascular clinic visit.
Results: Overall, patients were primarily male (96%) and elderly (mean age 73 years). They commonly had a history of coronary disease (62%), hypertension (71%), diabetes (48%), and COPD (23%). The majority of patients (55%) reported that their primary care physician did not talk with them about their options for AAA treatment (Fig) . Only 5% reported having talked to their primary care physician as much as they felt necessary about their AAA (Fig) . Nearly half (37%) reported that they did not receive any information at all about the options for open surgical repair or endovascular repair. In terms of other sources of information about their treatment options beyond their primary care provider, few used the internet (12%), family or friends (14%), and more than one-half reported that their views on treatment options had not been influenced at all by anyone (55%; Fig) . Methods: We used weighted National Inpatient Sample data from 2000 through 2014 to provide national estimates. Admissions with a NCVS (Table 1) as a primary procedure were included in this analysis, as identified by ICD-9-CM procedures codes. HIV status and comorbidities were determined from ICD-9-CM diagnosis codes. Comorbidity scores were calculated using the method described by Van Walraven et al. Characteristics between HIV+ and HIV-patients were compared using the Mann-Whitney U or Pearson c 2 test. Trends over time were analyzed using linear regression; differences in trend slopes were determined using the interaction term between year of admission and HIV infection status. Two-tailed significant level was set at P < .05. Missing variables were handled pairwise.
Results: NCVS was the primary procedure in 6,488,914 admissions across the U.S. from 2000 to 2014. The proportion of patients undergoing NCVS who were HIV+ increased from 0.14% (579 of 424,940 cases) in 2000 to 0.47% (1775 of 375,565 cases) in 2014 (trend P < .001). There were significant differences in age, sex, race, primary payer, surgery type, comorbidity scores, hospital characteristics and admission type (Table) . Despite an upward trend in age among HIV+ and downward trend among HIV- (Fig) , HIV+ patients were still younger than HIV-patients in 2014 (median age 55 years vs 68 years, P < .001). There were significant upward trends in comorbidity scores in both HIV+ (+0.33 points/year, P < .001) and HIV-(+0.19 points/year, P < .001) patients, and these trends were significantly different (P < .001).
Conclusions: This is the first nationwide study to describe the differences between those with and without HIV undergoing NCVS. The proportion of patients undergoing NCVS who are also HIV+ is growing. While they are much younger than HIV-patients at time of surgery, they also have greater perioperative morbidity. Our findings highlight the need for further investigation into any unique risks or needs of this growing and complex patient population. 
